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GUNSHOT WOUND OF THE ABDOMEN, WITH PENETRA¬ 
TION OF THE STOMACH, GALL-BLADDER, 

AND LIVER. 

Dr. George E. Brewer reported the case of a hoy, sixteen 
years old, who was admitted to Roosevelt Hospital in July last. 
He stated that one hour before, while standing on the street 
corner, he heard the report of a pistol, and experienced a slight 
stinging sensation in the epigastric region. A few minutes later, 
feeling faint, he sat down on the curb. Sonic bystanders went 
to his assistance, and they found his clothes saturated with blood. 
He was immediately admitted to the hospital, where, upon exami¬ 
nation, a small bullet wound was found one inch lo the left and 
one inch above the umbilicus. The abdominal walls were rigid. 
There was generalized pain in the upper third of the abdomen, 
with tenderness on pressure in the immediate vicinity of the 
wound. The temperature was normal, the pulse 120 and of fair 
quality. The patient was exceedingly restless and apprehensive. 
He was immediately prepared for operation, and, under ether 
anresthesia, a longitudinal incision was made in the median line, 
extending from a point one inch below the ensiform to a point 
one inch below the umbilicus. As soon as the peritoneum was 
opened, a considerable amount of blood issued from the wound. 
The stomach was somewhat distended, partly with undigested 
food and partly with gas. There were two wounds in the anterior 
surface,—one at the junction of the middle and outer third, the 
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other near the pylorus. A small amount of fluid issued from 
these wounds, which, however, were partly sealed by prolapse of 
the mucous membrane. This prevented extensive extravasation, 
which otherwise would have occurred. Further search revealed 
a wound of the gall-bladder, from which bile exuded in large 
quantities. The course of the bullet was traced in the substance 
of the liver through a large rent torn at the junction of the gall¬ 
bladder with the quadrate lobe. At the bottom of this rent a 
32-calibcr bullet was found and easily extracted. Further ex¬ 
amination revealed a considerable amount of clotted and fluid 
blood in the pelvis and on either side in the neighborhood of the 
ascending and descending colon. The incision was immediately 
enlarged and the entire alimentary canal from the stomach to the 
rectum was thoroughly examined. The posterior wall of the 
stomach was explored and a rent was found in the transverse 
mesocolon. The stomach wounds were closed by continuous Lem- 
bert sutures. The wound in the gall-bladder was closed with 
some difficult)', owing to its ragged nature, and to the fact that 
it was situated near the junction of the gall-bladder and wounded 
liver. The blood-clots were thoroughly removed, and the entire 
peritoneal cavity was irrigated with a large amount of sterile 
salt solution. The parietal wound was closed with through-and- 
through silkworm-gut sutures and the dressings were applied. 
The patient did well for two days, when there occurred a sharp rise 
of temperature to 104.5 0 F., with a corresponding increase in the 
pulse-rate. He complained of intense pain in the abdomen, and 
lie was exceedingly restless. On examination, the abdomen was 
found to be flat, but there was general tenderness and well-marked 
muscular rigidity. Believing that a spreading peritoneal infec¬ 
tion was present, the abdomen was reopened under chloroform 
aiiicsthcsia. As soon as the peritoneum was incised, a large 
amount of fluid bile.issued from the wound. There was, however, 
no sign of peritonitis. The wound in the stomach was explored 
and found to be normal. The wound in the gall-bladder was 
apparently tight, yet there was an extensive leakage of bile from 
the liver wound. This was tightly packed with gauze, the cavity 
thoroughly flushed with salt solution, and the wound was partly 
closed with generous drainage. The patient thereafter made an 
uninterrupted recovery. 
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GANGRENOUS APPENDICITIS WITH EXTENSIVE RETRO- 
COLIC ABSCESS. 

Du. Geokgu E. Brewer presented a man, twenty-seven years 
old, who had been admitted to Roosevelt Hospital in August last. 
He had been ill for ten days, the attack beginning with abdomi¬ 
nal pain, nausea, and vomiting. There was some elevation of 
temperature, and a diagnosis of catarrhal appendicitis was made 
by his attending physician. As the symptoms improved after 
the first twenty-four hours, he was treated conservatively in the 
hope that he would recover from the attack and submit to an 
operation for the removal of the appendix in the interval. 
From time to time during the following eight days lie had 
recurrences of pain and more or less elevation of temperature. 
There was never, however, any marked tenderness or muscular 
rigidity. When he was first seen by the speaker, the temperature 
was ior ° F., the pulse about go, and the patient complained only 
of slight discomfort in the right iliac region. On examination 
there was moderate rigidity over the lower half of the right 
rectus muscle. There was tenderness on deep pressure, but no 
palpable tumor. Examination of the blood revealed a lcucocytosis 
of 16,000. He was immediately prepared for operation, and, 
under ether anaesthesia, an incision was made from along the 
outer border of the right rectus muscle. The abdominal wall 
was exceedingly thick, and the incision was extended until an 
opening six or seven inches in length was obtained. Through 
this a dense induration was felt beneath the caecum and extend¬ 
ing well up towards the kidney. Upon separating the adhesions 
a large abscess cavity was found containing nearly a pint of foul 
pus. The gangrenous stump of the appendix was found, which 
was densely infiltrated, as was the surrounding cnecal wall. 
Search for distal extremity of the appendix in the large retro¬ 
peritoneal cavity was carried out with considerable difficulty, 
owing chiefly to the fact that the patient’s condition became criti¬ 
cal from the large amount of ether it was necessary to administer. 
After searching at least thirty minutes a small gangrenous mass, 
was found and removed; this proved to be the separated ap¬ 
pendix with a considerable portion of its mesentery. The wound 
was thoroughly disinfected and the abdominal incision partly 
united, two cigarette drains being left, one in the abscess cavity, 
the other in the region of the pelvis. The patient did well for 



COMMON DUCT STONE. 103 

two or three clays following the operation, but the drainage from 
this large cavity was never satisfactory, and at the end of five 
days the patient was again aiuesthctized and a counteropening 
made in the loin. The large drainage tube passed from the 
abdominal incision through the abscess cavity beneath the colon, 
emerging from the wound in the flank. By means of this 
arrangement the cavity was thoroughly flushed with large vol¬ 
umes of saline solution, and at the end of five weeks the tube 
was removed, and only a few strands of silk allowed to remain. 
The patient made a satisfactory but slow recovery, and was dis¬ 
charged six weeks from the date of operation. 

COMMON DUCT STONE WITHOUT CHARACTERISTIC 
SYMPTOMS. 

Du. George E. Brewer presented a woman, twenty-two 
years old, who had been admitted to Roosevelt Hospital during 
the summer. During the past four years she had complained 
of occasional attacks of indefinite abdominal pain and, occa¬ 
sionally with them, slight jaundice. Four months ago she 
had an attack which was quite severe and accompanied by a 
marked jaundice, which lasted four or five days, gradually sub¬ 
siding. Since then she had had more or less discomfort in the 
upper right quadrant of the abdomen, but no acute pain, fever, 
or jaundice. Abdominal examination was absolutely negative, 
with the exception of slight tenderness on deep pressure over 
the gall-bladder region. There was no lcucocytosis. A diagnosis 
of cholelithiasis was made. An incision was made under ether 
anrcslhesia along the outer border of the right rectus muscle. 
The gall-bladder was found to be normal and free from calculi, 
as was the cystic duct. Along the free border of the gastro- 
hcpatic omentum a hard, movable body was palpated in the 
common duct. This was readily brought to the surface of the 
wound. After clearing the duct a longitudinal incision was 
made, through which a single round calculus was removed. A 
probe passed readily from the common duct into the duodenum. 
The common duct wound was closed by the Mayo method and a 
small strip of gauze was left leading into the duct wound. The 
abdomen was partly closed, the drain being allowed to remain in 
place twelve hours, after which the wound promptly closed, and 
an uninterrupted recovery followed. 
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COMMON DUCT STONE WITH ACUTE SEPTIC CIIOLAN- 
GEITIS. 

Dr. George E. Brewer presented a male, fifty-two years old, 
who had coijiplained for several years of characteristic gall-stone 
colic. Ten years ago he was jaundiced. The speaker first saw 
him during the winter of 1902, when he was moderately jaun¬ 
diced and complained of occasional attacks of pain in the upper 
right quadrant of the abdomen, which were accompanied by 
chills and fever. The gall-bladder region was tender, bnt no 
tumor could be palpated. A diagnosis of common duct stone was 
made and an operation advised but refused, the patient then dis¬ 
appearing from observation. One year later he was again seen 
iu consultation. He was deeply jaundiced, and complained of 
moderate pain in the gall-bladder region, which frequently 
became worse. With this increase of pain there followed chills, 
fever, and sweating. There was a moderate leucocytosis, but no 
plasmodia were found in the blood. Under ether anaesthesia an 
incision eight inches long was made over the right rectus muscle. 
The gall-bladder was thickened and contained thirty-five large 
and small stones and turbid bile. Two stones were found in the 
common duct, each the size of a small hazel-nut. Removing 
these the patency of the duct was re-established by means of a 
probe passed into the duodenum, and the hepatic duct was 
drained by the Mayo method. The stones were next removed 
from the gall-bladder, which was then drained. The abdominal 
wound was partly closed; room being left for the gall-bladder 
and duct drains. For ten days or two weeks the temperature 
remained elevated, and there was an abundant flow of bile from 
the wound. At the end of the second week all drainage was 
removed. The gall-bladder wound closed promptly, but there 
remained considerable leakage from the duct. Ten days after 
operation bile appeared in the stools, and about the second week 
the jaundice began to disappear. Six weeks after operation the 
wound closed and the jaundice had practically disappeared. The 
patient had been in perfect health since. 

GUNSHOT WOUND OE THE FACE. 

Dr. Howard Lilienthal presented a boy, fifteen years old, 
who four weeks before had been accidentally wounded by a bullet 



FRACTURE OF THE FEMUR. 


105 


fired from a 38-caliber bull-dog revolver at a distance of about 
six feet. The bullet entered the left cheek at a point over the 
root of the first bicuspid tooth. It emerged through the left 
auricle, just close to the base of the mastoid process at a level 
fully one-quarter of an inch above the auditory canal. It did 
not perforate or injure the mucous membrane of the mouth nor 
did it perforate or injure the walls of the auditory canal. The 
case had been seen by a neighboring physician, who had packed 
both wounds and applied a firm dressing. About one hour later 
Dr. Lilienthal removed the packing from the posterior wound 
and evacuated several drachms of blood. The packing was not 
removed from the anterior wound. A firm bandage was applied 
over a dry dressing. The recovery was absolutely uneventful, 
with the exception of some limitation of motion of the lower 
jaw. He presented the case as an illustration of the remarkable 
course sometimes taken by projectiles of this kind. It was sur¬ 
prising that, with so large a bullet, no laceration of the mucous 
membrane of the mouth had occurred, and also that, although 
the auditory canal was in the direct path of the bullet, it was not 
injured. He believed that in case of slow-going projectiles, such 
as a bullet from a bull-dog or smootb-bore revolver, the cartilage 
of the auditory canal had been pushed up out of the way of the 
passing ball. 

FRACTURE OF THE FEMUR, WITH SUBSEQUENT SPON¬ 
TANEOUS REFRACTURE. 

Dr. Fred. Kammerer presented a patient who, some years 
ago, had sustained a fracture at the junction of the middle and 
lower third of the left femur. The case had run the usual course, 
resulting in firm union and restoration of the function of the 
limb. Last May, after lifting a heavy load, he felt a pain in the 
upper part of the limb, and since then an angular deformity had 
been gradually developing at this point accompanied by some 
enlargement of bone. At the present day the patient presented 
the following appearance: The left thigh was markedly curved 
with outward convexity, the most prominent point of which was 
situated between the upper and middle third. At this point the 
bone appeared to have about twice its normal thickness. A dis¬ 
tinct groove, running in a transverse direction, was easily felt 
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through the skin, and evidently marked a spontaneous, partial 
fracture. This was corroborated by the X-ray picture. The 
picture furthermore showed marked changes in the medullary 
cavity of the bone, the space evidently being occupied by some 
foreign substance. The question arises as to the nature of the 
growth within the medullary cavity, which had caused a spon¬ 
taneous, partial fracture. Syphilis could be excluded, as there 
was no specific history, and the exhibition of antisyphilitic reme¬ 
dies had had no effect. A sarcoma was not probable, as the 
growth had been so slow. Slowly growing tumors had been 
described in medical literature (chondromata, fibromata), but 
the speaker had had no experience with them. He presented 
the case in the hope that a discussion might bring out points to 
clear up the diagnosis. 


CANCER OF THE PYLORUS. 

Dr. Fred. Kammerer presented a man, of about forty years, 
on whom he had operated for cancer of the pylorus. When first 
seen last February an intra-abdominal tumor coidd be easily 
made out, but the condition of the patient was such that a pos¬ 
terior gastro-enterostomy only could be considered. The haemo¬ 
globin had been reduced to 33 per cent, of the normal. The 
operation was done and the patient recovered, passing the Murphy 
button at the end of about two weeks. Eight weeks later, the 
haemoglobin having increased to 45 per cent., the growth was ex¬ 
cised and the ends of the incision closed by suture. The patient 
did well. His weight at once increased about forty pounds, and 
the blood contained about 65 per cent, haemoglobin. The speaker 
said that a primary gastro-enterostomy with subsequent excision 
of a cancerous tumor was not the operation of choice. He had 
attempted it several times, and found that the conditions in the 
abdomen after the primary operation changed so much that 
secondary excision generally became impossible, owing to adhe¬ 
sions. Even in this case, where the tumor had been movable in 
the first instance, the secondary operation proved to be very 
difficult. The case showed, however, what could occasionally be 
accomplished, and he emphasized the importance of early ex¬ 
ploratory laparotomy in cases of suspected cancer of the stomach. 



COMPLICATIONS IN CHOLELITHIASIS. 


107 


CHOLECYSTOTOMY. 

Du. Irving S. Haynes presented a woman, fifty years of 
age, who was admitted into the Harlem Hospital, November 1, 
1902, with the history that nine weeks before she began to suffer 
from acute pain in the right hypochondriac region, with occa¬ 
sional vomiting. Her condition became gradually more aggra¬ 
vated and deep jaundice developed. When admitted, the icterus 
was extreme; temperature, 99.2° F.; pulse, 98; respirations, 
30. November 2, through an incision parallel with the costal 
arch, the gall-bladder was exposed, after dividing extensive adhe¬ 
sions between liver and omentum. The gall-bladder was small 
and firmly contracted down upon a mass of calculi. These were 
removed through an incision in the gall-bladder, to which a 
rubber drainage tube was tied by a purse-string ligature. Adhe¬ 
sions were dense and matted everything together, and the cal¬ 
culus causing the trouble could not be located without a sys¬ 
tematic search, which the patient’s condition did not justify. 
Therefore the gall-bladder and drainage tube were surrounded 
with iodoform gauze and brought up at the inner angle of the 
wound, and the remainder of the incision closed with througli- 
and-through silkworm-gut sutures. Under free stimulation and 
normal salt solution enemas, one quart every four hours, the 
patient rallied. No hile had escaped from the incised gall-bladder 
at the time of the operation, but within twenty-four hours the 
dressings became stained with it, and during the next day twelve 
ounces of bile were collected, and about a pint every day there¬ 
after for nearly a month. The urine cleared up rapidly and the 
icterus gradually disappeared. Bile did not appear in the faices 
until after the fifth day, when a calculus was passed by the patient 
(but not saved by the night attendant), though most of this ex¬ 
cretion was discharged through the tube until towards the last 
of the month, when it was removed. 

The patient was discharged December 20. The biliary dis¬ 
charge from the fistula was intermittent, but finally ceased in 
February. The fistula, however, did not close permanently until 
the last of July. The case was presented to illustrate complica¬ 
tions present in cholelithiasis of long duration. There were dense 
and universal adhesions, obliterating all the normal anatomical 
landmarks, and a small, thick, contracted gall-bladder filled with 
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calculi. The operation was incomplete from a theoretical stand¬ 
point, owing to the precarious condition of the subject, which 
contraindicated any radical procedure. The cystic duct was not 
patent at the operation, and the common bile duct was left 
occluded. Nature stepped in and perfected a complete cure by 
forcing open the cystic duct and discharging the common duct 
stone into the intestine. This emphasizes the opinion that, 
although cholcdochotomy and cholecystectomy are the theoretical 
and proper procedures to be carried out in common duct obstruc¬ 
tion, still, when it is a question of our patient dying on the table 
under the more radical procedure, or being sent away alive and 
nature given help by a simple cholecystostomy, surely the latter 
alternative is to be preferred. 



